A 43-year-old man presented with a pigmented lesion on the left earlobe. Histologic evaluation of a biopsy specimen demonstrated lentigo maligna. The patient was referred to our institution for micrographic excision of the lesion.
THERAPEUTIC CHALLENGE
Successful micrographic excision of lentigo maligna is hindered by difficulty interpreting frozen sections stained with hematoxylin-eosin (HE) .
SOLUTION

CASE 1
The lentigo maligna was excised using Mohs micrographic excision starting with 0.5-cm margins. In addition to HE staining, frozen sections were stained with the immunohistochemical stain Mel-5. To differentiate true lentigo maligna from surrounding sun-damaged skin, a sample was obtained from the contralateral earlobe to serve as a negative control. A sample from the center of the tumor served as a positive control. Representative sections are shown in the Figure. One stage was required to clear the tumor. The patient remained tumor free for 15 months.
CASE 2
The residual tumor was excised The residual tumor was excised using Mohs micrographic excision, starting with 0.5-cm margins. In addition to HE, frozen sections were stained with Mel-5. Positive and negative controls were also obtained as described above. One stage was required to clear the tumor. The patient has remained tumor free for 16 months.
COMMENT
Opinion is divided among dermatologic surgeons as to whether micrographic excision of melanoma is appropriate management, [1] [2] [3] [4] [5] particularly whether interpretation of frozen sections stained with HE is reliable. For micrographic excision of melanoma to be successful and practical, the following 4 criteria must be met: (1) the tumor cells must be visually identifiable in the sections; (2) the tumor must be contiguous to avoid false negativemargins; (3) the mapping and staining component must be technically feasible, preferably in the surgeon's own laboratory; and (4) the total tissue processing time should be short enough to allow for a staged excision and repair on the same day.
Most surgeons who advocate micrographic excision of melanoma use HE staining of frozen sections because the technique is simple and familiar. 3, 4 However, those who oppose micrographic excision of melanoma feel it is difficult to accurately visualize the tumor using HE, especially at the tumor margins where single cells tend to predominate over nests of cells.
2 Some authors advocate standard excision or staged excision with "rush permanent" paraffin-embedded sections. 2, 6 In paraffinembedded sections, the clues to identifying melanocytes include the retraction artifact, which leaves a vacuolated space between the melanocyte and the surrounding keratinocytes, and the nuclear structure.
No stain can reliably differentiate between melanoma cells and benign melanocytes; however, one that reliably stains all melanocytes and the epidermal THE CUTTING EDGE components of melanoma allows for diagnosis based on pattern recognition.
Mel-5 is a murine IgG antibody against a 75-kd protein that may be tyrosine-related protein (TRP-1). [7] [8] [9] The antigen appears to be particularly expressed in association with stage III and IV melanosomes. 8 Epidermal melanocytes and the epidermal component of nevi and of melanomas are readily stained. 10, 11 The stain may be per- formed on frozen sections, as well as paraffin-embedded tissue. Our staining protocol (Table) requires 75 minutes, thus allowing for a multistaged excision and repair in the same day. The technique is simple and requires little extra equipment other than the antibody and a detection kit. Melanocytes stained with Mel-5 appear as heterochromatic dendritic cells. Compared with other immunohistochemical stains, Mel-5 is superior for this purpose because it so reliably stains epidermal melanocytes and melanoma cells. 10 We feel that the best indication for micrographic excision with Mel-5 is for lentigo maligna, because of the superior ability to visualize the tumor and the irregular melanocytes at the margin. In addition, Mel-5 is indicated for micrographic excision of invasive melanoma to allow narrower margins in functionally or cosmetically critical locations. It is important to note that Mel-5 may not reliably stain amelanotic melanoma, desmoplastic melanomas, or the dermal component of melanomas. 10 In our practice, we start with a 5-mm margin around the visible margin of the tumor as seen under examination with a Wood light. We employ standard micrographic mapping techniques to orient and section the tissue. Finally, we stain our sections with Mel-5, and often with HE as well. We use a section of tumor from the center of the lesion as a positive control, and often take a small biopsy specimen from the skin from the contralateral body site to serve as a negative control.
In summary, we have presented 2 cases of lentigo maligna micrographically excised using Mel-5 for margin control. The use of Mel-5 on frozen sections is more effective for visualizing residual tumor and normal melanocytes than HE.
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